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Document Controls 

Purpose 

Provide a single source of guidance for how to report on DSS health care enrollment numbers. 

Individual reports should follow these guidelines, Reports should cross-reference the coverage group list 

in this document and avoid creating their own lists, e.g., if reporting the MAGI group, reference the list in 

this document rather than developing a new list for the report. 

Out of Scope 

The document is limited to enrollment reporting and does not include activity reporting such as monthly 

applications, renewals, determinations and denials. 

The approach to activity reporting (for the CMS Performance Indicators for example) should be 

complementary, but there are additional considerations and nuances.   

Target Audience 

Those involved in the design and development of medical enrollment type reports. 

It is assumed that there is a general understanding of the HUSKY programs and terminology such as 

MEC and LTSS. 

Versions 

Version Date Author Description 

1.0 August 2018 Rob Marchant Initial draft. 

1.1 09/04/2018 Peter Hadler Edits. 

1.2 09/05/2018 Kristin Dowty Edits. 

1.3 09/05/2018 Rob Marchant Edits. 

1.4 09/06/2018 Kristin Dowty Finalization. 

1.5 09/11/2018 Rob Marchant 

Added explicit MSP column. 

Added explicit Spend Down column. 

Set missed flags: 

 F06A, F06P and M11 are MAGI 

 M03 is LTSS 

 

  



 

Page 3 of 16 

Table of Contents 
Document Controls ....................................................................................................................................... 2 

Purpose ...................................................................................................................................................... 2 

Out of Scope ............................................................................................................................................. 2 

Target Audience ........................................................................................................................................ 2 

Versions .................................................................................................................................................... 2 

Glossary of Acronyms .................................................................................................................................. 4 

Background ................................................................................................................................................... 5 

Historical Background .............................................................................................................................. 5 

Current Situation ....................................................................................................................................... 6 

Enrollment Reporting Requirements and Considerations ............................................................................. 6 

Overview ................................................................................................................................................... 6 

Report Target Audiences .......................................................................................................................... 7 

High-Level Approach ............................................................................................................................... 7 

Detailed Guidance ......................................................................................................................................... 8 

CMS Federal Reporting ............................................................................................................................ 8 

State and Connecticut Stakeholder Reporting........................................................................................... 8 

HUSKY A, B, C and D ............................................................................................................................. 8 

MAGI and non-MAGI .............................................................................................................................. 9 

System of Record ...................................................................................................................................... 9 

Report Run Dates and As-Of Dates .......................................................................................................... 9 

Calendar Periods ....................................................................................................................................... 9 

Medicare Savings Plan (MSP) ................................................................................................................ 10 

Long Term Support Services (LTSS) ..................................................................................................... 11 

Department of Children & Families (DCF) ............................................................................................ 11 

Pending ................................................................................................................................................... 11 

Presumptive Eligibility ........................................................................................................................... 11 

Premiums ................................................................................................................................................ 11 

CHIP Waiting Periods and Lock-Outs .................................................................................................... 11 

Emergency Medical ................................................................................................................................ 12 

Historical Processing (Late, Retroactive and Reconsideration) .............................................................. 12 

Definition of the Age of a Child ............................................................................................................. 12 

Children in Adult Programs .................................................................................................................... 12 

Detailed Classification ................................................................................................................................ 13 

 



 

Page 4 of 16 

Glossary of Acronyms 

 ABD - Aged Blind & Disabled 

 ASO - Administrative Service Organization 

 CARTS - CHIP Annual Report Template System 

 CHIP - Children’s Health Insurance Program 

 CMS - Centers for Medicare and Medicaid Services 

 DCF - Department of Children & Families 

 HIX -     Health Insurance Exchange 

 FPL - Federal Poverty Level 

 LTSS - Long Term Services & Support 

 MAGI - Modified Adjusted Gross Income 

 MAPOC - Medical Assistance Program Oversight Council 

 MEC - Minimal Essential Coverage 

 MMIS - Medicaid Management Information System 

 MSP - Medicare Savings Plan 

 OPM - Office of Policy & Management 

 PE - Presumptive Eligibility 

 SEDS - Statistical Enrollment Data System 

 SOP - Standard of Promptness 
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Background 

Historical Background 

Prior to October 2013 the Department had a single Medicaid eligibility system (EMS) and a single 

Children’s Health Insurance Program (CHIP) eligibility system (ConneXion).  Although these systems 

were legacy systems, they were stable and there was a clear separation of programs. These two separate 

systems allowed for simplified eligibility and enrollment reporting. However, as legacy systems there 

were other types of reporting limitations, e.g., reporting tools were limited and some data elements, such 

as the application channel, were not captured. 

In October 2013, Connecticut implemented its state-based Health Insurance Exchange which included a 

shared integrated eligibility and enrollment system commonly referred to as HIX.  By Q3 of 2015 this 

system was responsible for approximately 88% of the Medicaid eligibility determinations and 100% of 

the CHIP eligibility determinations. During the 2014 and 2015 transition period, medical eligibility 

determinations were spread between the three systems and individuals; new applications were processed 

directly in the HIX and (legacy) enrolled individuals were transitioned into the HIX month by month at 

the time of their renewal.  However, since HIX eligibility determination results were manually entered 

and “warehoused’ in the legacy systems (as a pass-through mechanism to the MMIS), the State could 

continue to use the legacy EMS and ConneXion systems for centralized enrollment reporting.   

During the 2014, 2015 and 2016 period, the reporting challenges included: 

1. A transitioning client-base and the risk of duplicative counting across systems. 

2. An expanding HIX system where new coverages were being added, e.g., newborns, post-partum, 

TMA and EMA. As programs were added, clients in the same coverage group in the legacy 

system could have been determined by either the HIX or EMS.  

3. A manual data entry process to enter the HIX results into the legacy systems (not real-time 

transfer). 

4. A HIX built quickly to meet ACA deadlines and with technology stabilization issues that allowed 

for duplicate enrollment records of the same person and other assorted reporting challenges. 

5. The impossibility of reporting multi-year historical look-backs (e.g., for SEDS) because the data 

was in transition between determination methodologies and systems. 

6. Only enrollment data could be taken from the legacy system (understanding the caveats above), 

while other types of related data (applications, enrollment rates by FPLs, etc.) had to be taken 

from the HIX as it had the processing details that the legacy systems no longer had. Reporting 

from different systems for the same client base is less than ideal.  

In October 2016, the Department started the implementation of its new eligibility and enrollment system, 

called ImpaCT, for the remaining non-HIX medical coverage groups as well as nutritional and economic 

assistance programs.  The system was rolled out gradually across the state and approximately 90% of the 

recipient population was converted into ImpaCT by August of 2017. As the new system was rolled out, 

more and more of the eligibility determinations were subsumed into the new system. However, legacy 

system conversion had a “long tail” and the last of the active enrollments were not completed until 

August 2018. 
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Whereas the medical reporting challenges for 2014 through 2016 were HIX related, the reporting 

challenges for 2017 and 2018 were ImpaCT-conversion related, i.e., while we could once use the legacy 

systems for enrollment reporting (with some known limitations), we now had an additional system in the 

mix that was subsuming enrollments from the legacy systems on a day-by-day basis, i.e., we could no 

longer use just the legacy systems. 

Additional challenges during this rollout and conversion period included: 

1. ImpaCT and the real-time automated transfer of enrollment data between the HIX and ImpaCT 

systems was stabilizing.  

2. The extended conversion meant that more of the automated transfer messages could not be 

ingested by ImpaCT due to partially-converted (“spider-web”) families, i.e., require manual 

intervention and data entry. The more manual data entry, then naturally the longer the time lag for 

data entry and increased possibility of human data-entry errors. 

3. During this rollout period scripted database fixes were sometimes used to ensure that clients were 

promptly covered; while advantageous for ensuring proper coverage this sometimes bypassed key 

data aggregation fields in the ImpaCT database. The scripted fixes were sometimes required by 

interim business processes needed to resolve a transitional ImpaCT issue.  

4. A premium processing system was rolled out at the end of 2017 to support MED-Connect and 

CHIP Income Band 2; this functionality replaced a third-party contractor system. This system 

determines when a Band 2 client has made their first premium payment and is considered fully 

enrolled.   

Current Situation  

During the period January 2014 through August 2018 over 2.250 million PDFs were generated by the 

HIX and manually entered into the legacy systems of EMS (Medicaid) and ConneXion (CHIP). The 

manual data entry of HIX-generated PDFs into the legacy systems has now ended. 

To convert HIX data into the ImpaCT system involved a large-scale manual data entry effort to align 

coverages between the HIX and the legacy systems and to correct data issues related to the master person 

index.  

The system of record for reporting HIX enrollment data was originally the legacy systems (as discussed 

above). Once ImpaCT began to be implemented in October 2016, it became preferable to use the HIX as 

the direct source of HIX enrollment numbers. This allows enrollment reporting and activity reporting 

(applications, renewals, determinations, and denials) to be pulled from the same system.  

Additionally, historical medical reporting that involves the transitional year of 2017 is challenging if it 

involves combining data held in EMS and ImpaCT as well as HIX.  Data reporting is simplified by using 

HIX as the system of record for reporting on HIX-based medical coverage groups (including CHIP) from 

October 2016 onwards.  

Enrollment Reporting Requirements and Considerations 

Overview 

As of August 2018, the technical challenges of ongoing reporting have greatly simplified (historical 

lookbacks and trends are still challenging). There are now just two systems from which to derive 
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eligibility and enrollment data:  HIX is the system of record for HIX-based coverage groups and ImpaCT 

is the system of record for all other medical coverage groups. 

The reporting complexity that remains is concerned with understanding, articulating and consistently 

implementing some of the business nuances concerned with enrollment reporting.  Whereas, the broad 

requirements of a report may be understood, business considerations include: 

1. Which coverage groups should be included based on the purpose and target audience of a report, 

e.g., medical funding considerations (title XIX, title XXI, State, ACF/ORR or other), 

determination methodology (e.g., MAGI), determination source (e.g., HIX), and limited or full 

benefits. 

2. How to handle the subtleties of emergency medical, historical coverage (late processing, 

retroactive coverage and reconsideration), unpaid initial premiums, etc. 

This document provides guidelines to address these business complexities. 

Report Target Audiences 

Broadly speaking, there are three types of audiences: 

1. Federal partners, in particular CMS – there are a variety of reports that measure eligibility and 

enrollment, continuity of coverage, and operational activities (e.g., applications and renewals). 

These include CMS CARTS, CMS SEDS and CMS Performance Indicators.  

Federal reports are aligned around funding streams and federal regulations and therefore can 

distinguish between coverage types, i.e., Title XIX or Title XXI, and MAGI or non-MAGI. 

Federal reporting requirements are defined at a very detailed level and there is little flexibility on 

what to include or exclude.  These reports will not roll-up neatly to state-branded HUSKY 

groups. 

2. Connecticut (External) Stakeholders – this includes organizations such as the legislature, 

MAPOC and advocacy groups. Reporting around funding streams is less important, and there is 

more of a focus on grouping by coverage types (e.g., HUSKY A, B, C, and D) and channels.  

3. State Organizations – these include OPM and DSS and they have similar requirements to the 

external stakeholder view, although often with data requirements that expand beyond enrollment 

data and overlap into operational performance. 

High-Level Approach 

To create an enrollment report: 

1. Try to use an existing report for your purposes especially if that report is to be shared externally. 

This reduces the chances of errors or inconsistencies creeping into the reporting numbers. 

2. Follow the Detailed Guidance instructions in defining the report. 

3. Use the Detailed Classification list as a way of specifying what should or should not be included 

in the report. Do not repeat a classification list (e.g., the list of MECs) within the report 

specification; include it by reference to this document. 
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a. If the classification is not already included, the Department can expand the table to 

include it in this document. 

Detailed Guidance 

CMS Federal Reporting 

CMS federal reports are limited to Medicaid (Title XIX) and/or CHIP (XIX) and these funding streams 

are specified in the Detailed Classification section. Within this classification, CMS may ask for additional 

breakdowns, e.g., Adults and Children, MAGI and non-MAGI, HIX and Direct.  

When reporting enrollment numbers to CMS, unless it states otherwise, exclude the limited benefits 

coverage types even if they are CMS funded, e.g., family planning and emergency medical. 

This is consistent with the directives for the CMS Performance Indicators. 

State and Connecticut Stakeholder Reporting 

When reporting enrollment numbers within the State we are typically reporting HUSKY coverage counts. 

Therefore, we typically include limited benefits coverage types and report across funding sources. 

An exception to this approach is emergency medical, which should be excluded unless explicitly 

requested (see Emergency Medical). 

HUSKY A, B, C and D 

As previously stated, reporting using this organization of medical coverage is important for DSS and 

other Connecticut-based stakeholders. 

Connecticut introduced the HUSKY branding in 1998 to describe the Children’s Health Insurance 

Program (CHIP).  HUSKY was an acronym for Health Care for UninSured Kids and Youth. Many states 

similarly adopted branding to differentiate their CHIP coverage from Medicaid.   

Over time the HUSKY branding has been extended and now applies to Connecticut Medicaid coverage 

(CHIP became HUSKY B).  Since HUSKY is a branding, there is some flexibility on what it could 

include.  Consequently, the HUSKY program is considered to include all those programs that are 

managed by the Administrative Services Organizations (ASOs) and receive a HUSKY Medical Card and 

those that have a natural affinity with other coverage options, e.g., various State programs. 

To report on HUSKY, use the classification of data in the Detailed Classification section. 

Note that: 

 To get total counts, it is necessary to pull data from both the HIX and ImpaCT. 

 Whereas most of HUSKY A is determined within the HIX, there is a small volume determined 

within ImpaCT 

 The data includes federally and state funded coverage types. 

 The data includes MEC and non-MEC coverage types. 

 The data includes limited and full-benefit coverage types. 
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 The data includes contingent enrollments (see Presumptive Eligibility and Premiums) 

 The data excludes the MSP (“Q track”) coverage types. 

The reports should typically be written to exclude emergency medical coverage (see Emergency 

Coverage)  

MAGI and non-MAGI 

As previously stated, reporting using this organization of medical coverage is most often used in federal 

reports.   

The reporting distinction of HIX vs direct Medicaid Agency enrollments is of interest to DSS. This 

almost aligns to MAGI vs. non-MAGI, but not quite.  Whereas most MAGI determinations occur within 

the HIX, ImpaCT determines a small subset of coverage types, e.g., institutionalized non-disabled, 

presumptive eligibility and (MAGI) emergency medical coverage. 

Report developers should use the classification of data from the Detailed Classification section. 

System of Record 

Every medical coverage group is now cleanly assigned to one given system-of-record (emergency 

medical is an exception).  

Only report enrollment numbers out of the system of record. Specifically, do not report HIX enrollments 

out of the ImpaCT system even though HIX enrollments are also warehoused in ImpaCT after the 

eligibility determination is made within HIX. 

Report Run Dates and As-Of Dates 

“As-of dating” is the term used to describe a date versioning axis that is orthogonal to the effective date 

timeline, e.g., data effective January looks one way in January, but could be modified multiple times such 

that January looks different as of February, as of March and so on. 

Data changes historically in Medicaid because of the elapsed time in processing paper documents, clients 

reporting data after the event, retroactive coverage requirements, and MAGI reconsideration periods.  

Since the HIX and ImpaCT systems, for the most part, do not include the ability to easily run “as-of date” 

reports, the data in a report is sensitive to when a report is run.  It is therefore important to run reports at a 

consistent point each month.  

Enrollment counts should be taken as of the last day of the calendar month. The reports should be run as 

close to the start of the first day of the following month, i.e., before historically applied changes can 

occur. 

Monthly enrollment reports that are not run before the start of business hours on the first of the following 

month, should clearly state the as-of date in the report, e.g., “January 2019 Enrollment - as-of March 15
th
 

2019”.  The stating of an as-of date is good practice even when a report is run timely. 

Calendar Periods 

Enrollment type reports can be requested for various calendars and scenarios:  
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 Federal reports are typically based on the federal fiscal years (October 1 through September 31). 

Using this federal fiscal calendar, there are a variety of federally required reports, e.g., a fiscal 

quarter, a fiscal year, and two federal fiscal years (e.g., CARTS Table 3.a and 3.b). 

 Connecticut has a fiscal year that is different to the federal fiscal year. Reporting enrollments for 

this State-based period can be of interest to some groups within the State. 

 Operationally the State more naturally looks at year-over-year comparisons and trends using 

traditional calendar years. 

There are two types of calendar period type reports: 

 Point-in-Time Lookback – these types of reports are run at a single point in time at the end of 

the calendar period in question, and provide information for the whole of that calendar period. 

One example is a federally required report that is interested in the total number of children that 

were ever enrolled at any point during the quarter. There are other federal reporting examples that 

look at measures of continuous coverage over a quarter, year and ultimately a two year period.    

 Timeline Trends – these type of reports show the enrollment (or a targeted enrollment subgroup) 

trended over time, e.g., the enrollment counts month-by-month over a year. Current medical 

operational planning reports, for example, capture monthly data and show it graphically trending 

over a year and also provide graphical year-over-year comparisons. The data captured monthly in 

the CMS Performance Indicator reports are also a source for showing timeline trends.   

The guidance is as follows: 

 Point-in-Time Lookback – the guidance is to follow as much as possible the standard enrollment 

counting guidance described throughout this document for the selection of the reporting group, 

(e.g., children or MAGI) and then follow the individual reporting instructions. 

 Timeline Trends – to create these graphical reports it can be as simple as adding the monthly 

data reports to a rolling Microsoft Excel worksheet. To create them programmatically requires the 

monthly data to be stored in a database table when the enrollment report is first run, i.e., since the 

systems do not readily support as-of dating it is difficult to recreate report data and therefore each 

month should be captured when it is first run, either in a database table or manually in Excel.  

Medicare Savings Plan (MSP) 

MSP (“Q track”) coverage is Medicaid uses funding, but does not provide coverage itself. MSP 

enrollment pays for Medicare premiums and cost sharing.  

MSP is typically excluded from the definition of HUSKY (State reporting) because MSP provides no 

health benefits itself and because someone could be receiving HUSKY coverage and be enrolled in MSP, 

i.e., dual eligible. If HUSKY and MSP enrollment are reported together it is necessary to address clearly 

the issue of dual enrollment and de-duplicate the counts. Typically, it is better to isolate the MSP numbers 

clearly from the HUSKY numbers. 

MSP is typically excluded from federal enrollment reports for similar reasons and because it is considered 

“limited benefits”, i.e., only include MSP if it is explicitly requested. 

Although MSP counts are best reported separately from other Medicaid health coverage, it is possible that 

MSP recipients will be included in activity reports, e.g., in applying for MSP someone may have a 

Medicaid determination and so they will appear in application and eligibility determination counts 
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whether they are denied, (also) determined eligible for another type of Medicaid, or determined eligible 

for MSP.    

Long Term Support Services (LTSS) 

Use the classification of data from the Detailed Classification section when reporting just these numbers. 

Note that LTSS is primarily a subset of HUSKY C, but there is an LTSS type HUSKY A group and since 

2014 there has been an LTSS coverage group within HUSKY D. Until ImpaCT the HUSKY D 

institutionalized adult group was not clearly identified. 

Department of Children & Families (DCF) 

Use the classification of data from the Detailed Classification section. 

Note that for DCF type coverage includes: 

 Both State and CMS funded programs. 

 Full and limited benefit coverage types. 

 Explicit dedicated coverage groups (“D track”) as well as children enrolled in the X25 Children’s 

group (this group will eventually be added as a distinct D track group). Until a distinct D track 

group is added, these children are difficult (but not impossible) to identify within the X25 group.  

Pending 

We do not include pending coverage (neither pending verifications nor pending a spend-down threshold 

being met) within the enrollment counts, although they could be included within determination type 

numbers. 

Presumptive Eligibility 

Unless otherwise directed, include presumptive eligibility coverage within the enrollment counts. 

Premiums 

Unless otherwise directed, include CHIP Band 2 children in the enrollment counts even if their enrollment 

was conditional on receipt of the initial premium payment. 

This approach simplifies reporting and aligns with the CMS Performance Indicator directives to include 

CHIP children in a premium grace period as well as conditional eligibility. 

Specialized State reports can be created to report on premium payments and enrollments. In addition, 

footnoted counts can be added to State enrollment reports to indicate the number of premium-conditional 

enrollments.  

CHIP Waiting Periods and Lock-Outs 

The CHIP program in Connecticut no longer operates a waiting period or lock-out. 
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Should these business processes be reinstated, then CHIP children subject to a waiting period or premium 

lock-out period should be considered eligible but not enrolled and should be excluded from enrollment 

counts. This is consistent with CMS Performance Indicator directives. 

Emergency Medical 

Emergency medical is difficult to isolate, is limited to a single medical issue (i.e., not an ongoing 

coverage period and with limited benefits) and in Connecticut it is typically applied to a medical event 

that happened historically.  For these reasons, we will deliberately exclude this coverage from the 

enrollment numbers (mostly a coverage event excludes itself as it is recognized after the enrollment 

reports are run).   

Historical Processing (Late, Retroactive and Reconsideration) 

As discussed previously, the enrollment counts for a given calendar month will generally increase if the 

same enrollment report for that month was run again on a future date. 

Paper processing maintains the application date as the receipt date of the forms, even if the eligibility and 

enrollment were not processed until a later month. Both retroactive coverage and MAGI renewal 

reconsideration logic could increase enrollment counts for up to 90 days after the end of a target calendar 

month. The combination of a 90-day standard of promptness (SOP) for LTSS application processing and 

up to 3-months of retroactive coverage, create a window of 6-months for enrollment counts to reasonably 

change.  

Although it would be accurate to repeatedly update a given month, it is confusing and unhelpful for most 

users of the enrollment reports and those interested in enrollment trends. 

Definition of the Age of a Child 

The primary child coverage groups (HUSKY A X25 and HUSKY B) use 18 as a maximum age, i.e., age-

out on turning 19 in the enrollment month.  Some groups, such as the DCF track, also include young 

adults up to the age of 21. For reporting purposes, typically use 19 and older as the standard definition of 

an adult.  

Children in Adult Programs 

Under certain circumstances, the systems can add a new child enrollee into the adult coverage group one 

month early. This is generally beneficial for the new client as there is less (confusing) correspondence 

from the system. 

For those enrollment reports that are counting the number of children or adults in a group, we should not 

count any children who are in an adult-only group or an adult in a child-only group (delayed 

disenrollment), e.g., when adding up children, only include those coverage types that could reasonably 

have children within them (not the dedicated adult groups).  
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Detailed Classification 

Obsolete coverage groups have been removed. 

If a report requires historical enrollment reporting then it may be necessary to consider obsolete codes that are not shown here.   

Code Name Funding HUSKY 

Type 

System 

of 

Record 

MEC
1
 Limited 

Benefits 

MAGI MSP Child 

Only 

Adult 

Only 

S
p

en
d

-

D
o
w

n
 

L
T

S
S

 

P
re

m
iu

m
 

D
C

F
 

R
ef

u
g
ee

 PE 

  HUSKY A 

D01 IV-E Foster Care/Adoption XIX (MA) A ImpaCT Y            

D02 DCF Children (State) State A ImpaCT Y            

D03 DCF Non-IV-E Adoption XIX (MA) A ImpaCT Y            

D04 FC Independent Adolescents XIX (MA) A ImpaCT Y            

F06C PE Child XIX (MA) A ImpaCT Y  Y  Y       Y 

F06P PE Pregnant Women  XIX (MA) A ImpaCT Y  Y         Y 

F99 Medically Needy Families XIX (MA) A ImpaCT       Y      

M04 BCC XIX (MA) A ImpaCT Y            

M07 PE Family Planning XIX (MA) A ImpaCT  Y Y         Y 

M08 Family Planning XIX (MA) A ImpaCT  Y Y          

M09 Former Foster Care Children XIX (MA) A HIX Y  Y   Y       

M11 PE Parent/Caretaker Relatives XIX (MA) A ImpaCT Y  Y         Y 

P99 Pregnant Women Spend Down XIX (MA) A ImpaCT       Y      

H01 HCBS Children XIX (MA) A ImpaCT Y       Y     

                                                      

1
 Emergency medical is never a MEC, 
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Code Name Funding HUSKY 

Type 

System 

of 

Record 

MEC
1
 Limited 

Benefits 

MAGI MSP Child 

Only 

Adult 

Only 

S
p

en
d

-

D
o

w
n

 

L
T

S
S

 

P
re

m
iu

m
 

D
C

F
 

R
ef

u
g

ee
 PE 

X01 Pregnant Women XIX (MA) A HIX Y  Y          

X03 TMA XIX (MA) A HIX Y  Y          

X04 EMA XIX (MA) A HIX Y  Y          

X07 Parent/Caretaker Relatives XIX (MA) A HIX Y  Y          

X10 Newborns XIX (MA) A HIX Y  Y  Y        

X25 Children XIX (MA) A HIX Y  Y  Y        

  HUSKY B 

B01 CHIP Band 1 XX1 (CHIP) B HIX Y  Y  Y        

B02 CHIP Band 2 XX1 (CHIP) B HIX Y  Y  Y    Y    

CP2 PE CHIP XX1 (CHIP) B ImpaCT Y  Y  Y      Y Y 

  HUSKY C 

M06 Tuberculosis XIX (MA) C ImpaCT  Y           

R01 Refugee Cash Eligibility ACF/ORR C ImpaCT Y          Y  

R02 Refugee Incremental Earnings ACF/ORR C ImpaCT Y          Y  

R04 Refugee Newborns ACF/ORR C ImpaCT Y    Y      Y  

R95 Refugee MA ACF/ORR C ImpaCT Y          Y  

R99 Refugee Spend Down ACF/ORR C ImpaCT       Y    Y  

S01 ABD (Cash Eligible) XIX (MA) C ImpaCT Y            

S02 ABD XIX (MA) C ImpaCT Y            

S03 ABD Except Non MA XIX (MA) C ImpaCT Y            



 

Page 15 of 16 

Code Name Funding HUSKY 

Type 

System 

of 

Record 

MEC
1
 Limited 

Benefits 

MAGI MSP Child 

Only 

Adult 

Only 

S
p

en
d

-

D
o

w
n

 

L
T

S
S

 

P
re

m
iu

m
 

D
C

F
 

R
ef

u
g

ee
 PE 

S04 Severely Impaired XIX (MA) C ImpaCT Y            

S05 Working Disabled XIX (MA) C ImpaCT Y        Y    

S95 ABD Medically Needy XIX (MA) C ImpaCT Y            

S99 ABD Spend Down XIX (MA) C ImpaCT       Y      

L01 LTCF ABD XIX (MA) C ImpaCT Y     Y  Y     

L99 LTCF ABD Spend Down XIX (MA) C ImpaCT      Y Y Y     

T01 LTCF Children/Parent XIX (MA) C ImpaCT Y       Y     

T99 LTCF Child Spend Down XIX (MA) C ImpaCT     Y  Y Y     

W01 HCBS ABD XIX (MA) C ImpaCT Y       Y     

  HUSKY D 

M10 PE Adults XIX (MA) D HIX Y  Y   Y      Y 

X02 Adults XIX (MA) D HIX Y  Y   Y       

N01 LTCF Adults XIX (MA) D ImpaCT Y  Y   Y  Y     

  MSP 

Q01 QMB XIX (MA)  ImpaCT  Y  Y  Y       

Q03 SLMB XIX (MA)  ImpaCT  Y  Y  Y       

Q04 ALMB XIX (MA)  ImpaCT  Y  Y  Y       

Q06 QDWI  XIX (MA)  ImpaCT  Y  Y  Y       

  Other Medical Coverage 

A02 CADAP ADAP   ImpaCT  Y           

D05 DCF Behavioral Health Care State  ImpaCT  Y           
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Code Name Funding HUSKY 

Type 

System 

of 

Record 

MEC
1
 Limited 

Benefits 

MAGI MSP Child 

Only 

Adult 

Only 

S
p

en
d

-

D
o

w
n

 

L
T

S
S

 

P
re

m
iu

m
 

D
C

F
 

R
ef

u
g

ee
 PE 

M03 CHCPE State  ImpaCT  Y      Y     

M12 ConnTRANS State  ImpaCT  Y           
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